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When can you be asked to waive your protections from balance billing: 
Health care providers, including hospitals and air ambulance providers, can never require you to give up your 
protections from balance billing. 

If you have coverage through a self-funded group health plan, in some limited situations, a provider can ask 
you to consent to waive your balance billing protections, but you are never required to give your consent. 
Please contact your employer or health plan for more information. 

When balance billing isn’t allowed, you also have the following protections:  
 You are only responsible for paying your share of the cost (like the copayments, coinsurance, and 

deductibles that you would pay if the provider or facility was in-network). Your health plan will pay out-
of-network providers and facilities directly. 

 Your health plan generally must: 

• Cover emergency services without requiring you to get approval for services in advance (prior 
authorization). 

• Cover emergency services by out-of-network providers. 

• Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider 
or facility and show that amount in your explanation of benefits. 

• Count any amount you pay for emergency services or out-of-network services toward your deductible 
and out-of-pocket limit. 

If you believe you’ve been wrongly billed, you may file a complaint with the federal government at 
www.cms.gov/nosurprises/consumers or by calling 1-800-985-3059; and/or file a complaint with the 
Washington State Office of the Insurance Commissioner at www.insurance.wa.gov/file-complaint-or-
check-your-complaint-status, or by calling 1-800-562-6900.  

Visit www.cms.gov/nosurprises for more information about your rights under federal law.  

Visit the Office of the Insurance Commissioner Balance Billing Protection Act website at 
www.insurance.wa.gov/what-consumers-need-know-about-surprise-or-balance-billing for more 
information about your rights under Washington state law. 

http://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
http://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
http://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status










 
 

EWCLGDED1983RET0123 1 WAPEBB-CL-RET 

BENEFIT SUMMARY  
Deductible without SmartHealth wellness incentive   
Self-only Deductible per Year (for a Family of one Member) $300 
Individual Family Member Deductible per Year (for each Member in a 
Family of two or more Members) $300 

Family Deductible per Year (for an entire Family) $900 
Deductible with SmartHealth wellness incentive  
Self-only Deductible per Year (for a Family of one Member) $175 
Individual Family Member Deductible per Year (for each Member in a 
Family of two or more Members) $300 

Family Deductible per Year (for an entire Family) $775 
Out-of-Pocket Maximum  
Self-only Out-of-Pocket Maximum per Year (for a Family of one 
Member) $2,500 

Individual Family Member Out-of-Pocket Maximum per Year (for each 
Member in a Family of two or more Members) $2,500 

Family Out-of-Pocket Maximum per Year (for an entire Family) $5,000 
Note: All Deductible, Copayment and Coinsurance amounts count toward the Out-of-Pocket Maximum, unless 
otherwise noted in this EOC. 

Benefits will be provided at the payment levels specified below and in the “Benefit Details” section of this 
EOC up to the benefit maximum limits. The numbered Services below correspond with the benefit 
descriptions in the “Benefit Details” section of this EOC. Please read the “Benefit Details” and the “Benefit 
Exclusions and Limitations” sections for specific benefit limitations, maximums, and exclusions. For a list of 
defined terms, refer to the “Definitions” section of this EOC. 

Calendar year is the time period (Year) in which dollar, day and visit limits, Deductibles and Out-of-Pocket 
Maximums accumulate. 

COVERED SERVICE BENEFIT 
1. Accidental Injury to Teeth 100% subject to $25 Copayment per visit 

2. Administered Medications 100% subject to 15% Coinsurance after 
Deductible 

3. Acupuncture Services  
Self-referred acupuncture (up to 12 visits per Year) 100% subject to $35 Copayment per visit 
Physician-referred acupuncture 100% subject to $35 Copayment per visit 

4. Ambulance Services  

Air ambulance 100% subject to 15% Coinsurance after 
Deductible per trip 

Ground ambulance 100% subject to 15% Coinsurance after 
Deductible per trip 

5. Bariatric Surgery Services and Weight Control and Obesity 
Treatment 

100% subject to 15% Coinsurance after 
Deductible 

6. Clinical Trials  
Services provided in connection with clinical trials (See criteria 
details under the “Services Provided in Connection with Clinical 
Trials” section) 

Payment levels are determined by the 
setting in which the Service is provided. 
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COVERED SERVICE BENEFIT 

7. Diabetic Education 

100% subject to $25 primary care office 
visit Copayment per visit; (100% for 
Members age 17 years and younger) 
100% subject to $35 specialty care office 
visit Copayment per visit 

8. Diagnostic Testing, Laboratory, Mammograms, and X-ray  

Laboratory 100% subject to $10 Copayment per visit, 
100% for preventive tests 

Genetic Testing 100% subject to $10 Copayment per visit, 
100% for preventive tests 

X-ray, imaging and special diagnostic procedures 100% subject to $10 Copayment per visit, 
100% for preventive tests 

CT, MRI, PET scans 100% subject to $10 Copayment per visit, 
100% for preventive tests 

9. Dialysis  
Outpatient dialysis visit 100% subject to $35 Copayment per visit 
Home dialysis 100% 

10. Durable Medical Equipment (DME) and External Prosthetic 
Devices and Orthotic Devices  

Outpatient Durable Medical Equipment (DME) 100% subject to 20% Coinsurance after 
Deductible 

External Prosthetic Devices 100% subject to 20% Coinsurance after 
Deductible 

Orthotic Devices 100% subject to 20% Coinsurance after 
Deductible 

Home ultraviolet light therapy equipment 100% 
Peak flow meters, blood glucose monitors, and lancets 100% subject to 20% Coinsurance 

11. Emergency Services  

Emergency department visit 100% subject to 15% Coinsurance after 
Deductible 

12. Habilitative Services (Visit maximums do not apply to habilitative 
Services for treatment of mental health conditions.)  

Outpatient Services (limited to 60 visits combined physical, speech, 
and occupational therapies per Year)  100% subject to $35 Copayment per visit  

Inpatient Services 100% subject to 15% Coinsurance after 
Deductible 

13. Hearing Examinations and Hearing Aids  

Hearing exams 100% subject to $35 Copayment per 
exam 

Hearing aids 100%; benefit maximum of $1,400 for 
each hearing aid per ear every 60 months 

14. Home Health Services (up to 130 visits per Year) 100% subject to 15% Coinsurance after 
Deductible  
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COVERED SERVICE BENEFIT 
15. Hospice Services (including respite care)  

Hospice Services (respite care is limited to no more than five 
consecutive days in a three-month period of hospice care) 100% 

16. Hospital Services  

Inpatient hospital Services 100% subject to 15% Coinsurance after 
Deductible  

Inpatient professional Services 100% subject to 15% Coinsurance after 
Deductible 

Outpatient hospital Services 100% subject to 15% Coinsurance after 
Deductible  

Outpatient surgery professional Services 100% subject to 15% Coinsurance after 
Deductible 

17. Kaiser Permanente at Home™  
Medical Services in your home as an alternative to receiving 
acute care in a hospital 100% 

18. Massage Therapy (up to 12 visits per Year) 100% subject to $25 Copayment per visit 

19. Medical Foods and Formula 100% subject to 20% Coinsurance after 
Deductible 

20. Mental Health Services  

Inpatient and residential 100% subject to 15% Coinsurance after 
Deductible  

Outpatient and intensive outpatient Services 
100% subject to $25 Copayment per 
office visit or per day (100% for 
Members age 17 years and younger) 

Partial hospitalization 
100% subject to $25 Copayment per 
office visit or per day (100% for 
Members age 17 years and younger) 

21. Naturopathic Medicine  

Evaluation and treatment 100% subject to $25 Copayment (100% 
for Members age 17 years and younger) 

22. Neurodevelopmental Therapy  

Inpatient 100% subject to 15% Coinsurance after 
Deductible  

Outpatient (up to 60 visits per Year for all therapies combined) 100% subject to $35 Copayment per visit 
23. Obstetrics, Maternity and Newborn Care  

Scheduled prenatal care visits and postpartum visits 100% 

Inpatient hospital Services 100% subject to 15% Coinsurance after 
Deductible  

Home birth obstetrical care and delivery 100% subject to $35 Copayment per visit 
24. Office Visits  

Primary care visits 
100% subject to $25 Copayment per visit 
(100% for Members age 17 years and 
younger) 

Specialty care visits 100% subject to $35 Copayment per visit 
Urgent Care visits 100% subject to $45 Copayment per visit 
Nurse treatment room visits to receive injections 100% subject to $10 Copayment per visit 
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COVERED SERVICE BENEFIT 
25. Organ Transplants  

Inpatient facility Services 100% subject to 15% Coinsurance after 
Deductible  

Inpatient professional Services 100% subject to 15% Coinsurance after 
Deductible 

26. Out-of-Area Coverage for Dependents  
Limited office visits, laboratory, diagnostic X-rays, and prescription 
drug fills as described in the EOC under “Out-of-Area Coverage 
for Dependents” in the “Benefit Details” section. (Coinsurance is 
based on the actual fee the provider, facility or vendor charged for 
the Service). 

100% subject to 20% Coinsurance 

27. Outpatient Surgery Visit  100% subject to 15% Coinsurance after 
Deductible 

28. Prescription Drugs, Insulin, and Diabetic Supplies  
Certain preventive medications (including, but not limited to, 
aspirin, fluoride, liquid iron for infants, and tobacco use cessation 
drugs) 

100% 

Certain self-administered IV drugs, fluids, additives, and nutrients 
including the supplies and equipment required for their 
administration 

100% 

Blood glucose test strips Subject to the generic drug tier 
Copayment or Coinsurance 

FDA approved prescription and over-the-counter contraceptive 
drugs or devices  100% 

Insulin 

Subject to the applicable drug tier 
Copayment or Coinsurance, not subject 
to the Deductible, up to $35 for each 30-
day supply. Any Cost Share paid will 
apply toward the Deductible. 

Male condoms 100% 

Self-administered chemotherapy medications used for the treatment 
of cancer  

100% subject to 15% Coinsurance or 
subject to the applicable prescription drug 
tier Cost Share, whichever is less 

Retail—up to a 30-day supply  

Generic Drugs  100% subject to $15 Copayment per 
prescription or refill 

Preferred Brand-Name Drugs or supplies 100% subject to $40 Copayment per 
prescription or refill 

Non-Preferred Brand-Name Drugs or supplies 100% subject to $75 Copayment per 
prescription or refill 

Specialty Drugs or supplies 100% subject to 50% Coinsurance up to 
$150 per prescription or refill 

Mail-Order—up to a 90-day supply  

Generic Drugs  100% subject to $30 Copayment per 
prescription or refill 

Preferred Brand-Name Drugs or supplies 100% subject to $80 Copayment per 
prescription or refill 

Non-Preferred Brand-Name Drugs or supplies 100% subject to $150 Copayment per 
prescription or refill 
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COVERED SERVICE BENEFIT 

Specialty Drugs or supplies (Most specialty drugs are not available for 
Mail-Order) 

29. Preventive Care Services 100% 
30. Radiation and Chemotherapy Services 100% 

31. Reconstructive Surgery Services Payment levels are determined by the 
setting in which the Service is provided 

32. Rehabilitative Physical, Occupational, Speech, and Massage 
Therapies (Visit maximums do not apply for treatment of mental 
health conditions.) 

 

Inpatient 100% subject to 15% Coinsurance after 
Deductible  

Outpatient (up to 60 visits per Year for all therapies combined) 100% subject to $35 Copayment per visit  

33. Skilled Nursing Facility Services (up to 150 days per Year) 100% subject to 15% Coinsurance after 
Deductible  

34. Spinal and Extremity Manipulation Therapy Services  
Self-referred Spinal and Extremity Manipulation therapy (up to 12 
visits per Year) 100% subject to $35 Copayment per visit 

Physician-referred Spinal and Extremity Manipulation therapy 100% subject to $35 Copayment per visit 
35. Substance Use Disorder Services  

Inpatient and residential 100% subject to 15% Coinsurance after 
Deductible 

Outpatient 
100% subject to $25 Copayment per visit 
(100% for Members age 17 years and 
younger) 

Day treatment Services 
100% subject to $25 Copayment per day 
(100% for Members age 17 years and 
younger) 

36. Telehealth  
Telemedicine 100% 
Telephone and e-visits 100% 

37. Temporomandibular Joint Dysfunction (TMJ)  

Non-surgical Services 100% subject to $35 Copayment per visit 
after Deductible 

Inpatient and outpatient surgical Services Payment levels are determined by the 
setting in which the Service is provided.  

38. Tobacco Use Cessation 100%  
39. Vasectomy Services 100% 

40. Vision Services for Adults (for Members 19 years and older)  

Routine eye exams 100% subject to $25 Copayment per 
exam 

Hardware once in a two-Year period: either prescription eyeglass 
lenses and a frame, or conventional or disposable prescription 
contact lenses, including Medically Necessary contact lenses  

100% up to $150 benefit maximum 
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COVERED SERVICE BENEFIT 
41. Vision Services for Children (covered until the end of the month 
in which the Member turns 19 years of age)  

Routine vision screening 100%  
Comprehensive eye exam (limited to one exam per Year) 100% 
Low vision evaluation and/or follow up exams (evaluations limited 
to once every five years; follow up exams limited to four exams 
every five years) 

100% 

Eyeglasses (limited to one pair per Year) 100%  
Conventional or disposable contact lenses in lieu of eyeglasses 
(limited to one pair per Year for conventional contact lenses or up 
to a 12-month supply of disposable contact lenses per Year) 

100%  

Medically Necessary contact lenses (limited to one pair per Year for 
conventional contact lenses or up to a 12-month supply of 
disposable contact lenses per Year, prior authorization required) 

100%  

Low vision aids (limited to one device per Year, prior authorization 
required) 100%  

  



 
 

EWCLGDED1983RET0123 7 WAPEBB-CL-RET 

INTRODUCTION 
This Evidence of Coverage (EOC), including the “Benefit Summary,” describes the health care benefits of this 
Plan provided under the Administrative Services Contract (Contract) between Kaiser Foundation Health Plan of 
the Northwest and the Washington State Health Care Authority (HCA) for the Public Employees Benefits 
Board (PEBB) Program. In the event of a conflict in language between the Plan Contract and the EOC, the 
EOC will govern. For benefits provided under any other Plan, refer to that Plan’s evidence of coverage.  

The provider network for this Deductible Plan is the Classic network.  

Kaiser Foundation Health Plan of the Northwest uses health care benefit managers to administer this Plan. 
For a current list of the health care benefit managers we use and the services they provide, please visit 
kp.org/disclosures; look under “Choose your region”; select Oregon / SW Washington; click on “Coverage 
information”; expand the “Getting care” list; and open the document titled List of Health Care Benefit Managers. 
In this EOC, Kaiser Foundation Health Plan of the Northwest is sometimes referred to as “Kaiser,” “we,” 
“our,” or “us.” Members are sometimes referred to as “you.” Some capitalized terms have special meaning in 
this EOC. See the “Definitions” section for terms you should know.  

It is important to familiarize yourself with your coverage by reading this EOC and the “Benefit Summary” 
completely, so that you can take full advantage of your Plan benefits. Also, if you have special health care 
needs, carefully read the sections applicable to you. 

If you would like additional information about your benefits, important health plan disclosures, other 
products or services, please call Member Services or e-mail us by registering at kp.org. 

DEFINITIONS 
Allowed Amount. The lower of the following amounts:  

 The actual fee the provider, facility, or vendor charged for the Service. 

 160 percent of the Medicare fee for the Service, as indicated by the applicable Current Procedural 
Terminology (CPT) code or Healthcare Common Procedure Coding System (HCPCS) code shown on the 
current Medicare fee schedule. The Medicare fee schedule is developed by the Centers for Medicare and 
Medicaid Services (CMS) and adjusted by Medicare geographical practice indexes. When there is no 
established CPT or HCPCS code indicating the Medicare fee for a particular Service, the Allowed 
Amount is 70 percent of the actual fee the provider, facility, or vendor charged for the Service. 

Ancillary Service. Services that are: 

 Related to emergency medicine, anesthesiology, pathology, radiology, and neonatology, whether provided 
by a physician or non-physician practitioner. 

 Provided by assistant surgeons, hospitalists, and intensivists. 

 Diagnostic Services, including radiology and laboratory Services. 

 Provided by a Non-Participating Provider if there is no Participating Provider who can furnish such 
Service at the facility. 

 Provided as a result of unforeseen, urgent medical needs that arise at the time the Service is provided, 
regardless of whether the Non-Participating Provider or Non-Participating Facility satisfies the notice and 
consent requirements under federal law. 

Annual Open Enrollment. A period of time defined by HCA when a Subscriber may change to another 
health plan offered by the PEBB Program and make certain other account changes for an effective date 
beginning January 1 of the following year. 
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Behavioral Health Emergency Services Provider. Emergency Services provided in any of the following 
settings, which are licensed or certified by the Washington Department of Health: 

 A crisis stabilization unit. 

 An evaluation and treatment facility that can provide directly, or by direct arrangement with other public 
or private agencies, emergency evaluation and treatment, outpatient care, and timely and appropriate 
inpatient care to persons suffering from a mental disorder. 

 An agency certified to provide outpatient crisis services. 

 A triage facility. 

 An agency certified to provide medically managed or medically monitored withdrawal management 
services. 

 A mobile rapid response crisis team that is contracted with a behavioral health administrative services 
organization operating to provide crisis response services in the behavioral health administrative services 
organization’s service area. 

Benefit Summary. A section of this EOC which provides a brief description of your medical Plan benefits 
and what you pay for covered Services. 

Evidence of Coverage (EOC). This Evidence of Coverage document provided to the Subscriber that specifies 
and describes benefits and conditions of coverage. After you enroll, you will receive a postcard that explains 
how you may either download an electronic copy of this EOC or request that this EOC be mailed to you. 

Charges. Charges means the following: 

 For Services provided by Medical Group and Kaiser Foundation Hospitals, the amount in Kaiser’s 
schedule of Medical Group and Kaiser Foundation Hospitals charges for Services provided to Members. 

 For Services for which a provider or facility (other than Medical Group or Kaiser Foundation Hospitals) 
is compensated on a capitation basis, the amount in the schedule of charges that Kaiser negotiates with 
the capitated provider. 

 For Services received from other Participating Providers or Participating Facilities we contract with, the 
amount the provider or facility has agreed to accept as payment. 

 For items obtained at a pharmacy owned and operated by Kaiser Permanente, the amount the pharmacy 
would charge a Member for the item if the Member’s benefit Plan did not cover the pharmacy item. This 
amount is an estimate of: the cost of acquiring, storing, and dispensing drugs, the direct and indirect costs 
of providing pharmacy Services to Members, and the pharmacy program’s contribution to the net revenue 
requirements of Kaiser. 

 For Emergency Services received from a Non-Participating Provider or Non-Participating Facility 
(including Post-Stabilization Care that constitutes Emergency Services under federal law), the amount 
required to be paid by Kaiser pursuant to state law, when it is applicable, or federal law, including any 
amount determined through negotiation or an independent dispute resolution (IDR) process. 

 For all other Services received from a Non-Participating Provider or Non-Participating Facility (including 
Post-Stabilization Services that are not Emergency Services under federal law), the amount (1) required to 
be paid pursuant to state law, when it is applicable, or federal law, including any amount determined 
through negotiation or an independent dispute resolution (IDR) process, or (2) in the event that neither 
state or federal law prohibiting balance billing apply, then the amount agreed to by the Non-Participating 
Provider and Kaiser or, absent such an agreement, the Allowed Amount. 

Coinsurance. The percentage of Charges that Members pay when the Plan provides benefits at less than 
100% coverage.  
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Continuation Coverage. Temporary continuation of PEBB benefits available to Enrollees under the 
Consolidated Omnibus Budget Reconciliation Act (COBRA), the Uniformed Services Employment and 
Reemployment Rights Act (USERRA), or PEBB policies. 

Copayment. The defined dollar amount that Members pay when receiving covered Services. 

Cost Share. The Deductible, Copayment, or Coinsurance you must pay for covered Services. 

Custodial/Convalescent Care. Care that is designed primarily to assist the Member in activities of daily 
living, including institutional care that serves primarily to support self-care and provide room and board. 
Custodial/Convalescent Care includes, but is not limited to, help walking, getting into and out of bed, 
bathing, dressing, feeding, preparing special diets, and supervision of medications that are ordinarily 
self-administered. Kaiser reserves the right to determine which Services constitute Custodial or Convalescent 
Care. 

Deductible. The amount you must pay for certain Services you receive in a Year before we will cover those 
Services, subject to any applicable Copayment or Coinsurance, in that Year. Deductible amounts include the 
Deductible take-over amounts as described in the “Deductible” section of this EOC. 

Dependent. A Member who meets the eligibility requirements for a Dependent as described in the 
“Dependent Eligibility” section of this EOC. 

Durable Medical Equipment (DME). Non-disposable supply or item of equipment that is able to 
withstand repeated use, primarily and customarily used to serve a medical purpose and generally not useful to 
the Member if the Member is not ill or injured. 

Emergency Medical Condition. A medical, mental health, or Substance Use Disorder condition that 
manifests itself by acute symptoms of sufficient severity (including, but not limited to, severe pain or 
emotional distress) such that a prudent layperson, who possesses an average knowledge of health and 
medicine, could reasonably expect the absence of immediate medical, mental health, or Substance Use 
Disorder treatment attention to result in any of the following:  

 Placing the person’s health (or, with respect to a pregnant woman, the health of the woman or her unborn 
child) in serious jeopardy. 

 Serious impairment to bodily functions. 

 Serious dysfunction of any bodily organ or part. 

Emergency Services. All of the following with respect to an Emergency Medical Condition: 

 A medical screening examination (as required under the federal Emergency Medical Treatment and Active 
Labor Act, “EMTALA”) that is within the capability of the emergency department of a hospital, or of an 
Independent Freestanding Emergency Department, including Ancillary Services and patient observation 
routinely available to the emergency department to evaluate the Emergency Medical Condition. 

 A behavioral health screening examination that is within the capability of a Behavioral Health Emergency 
Services Provider, including Ancillary Services routinely available to the Behavioral Health Emergency 
Services Provider to evaluate the Emergency Medical Condition. 

 Further examination and treatment, within the capabilities of the staff and facilities available at the 
emergency department of a hospital, or Independent Freestanding Emergency Department, or Behavioral 
Health Emergency Services Provider to stabilize the patient, as required under EMTALA (or would be 
required under EMTALA if it applied to each of these settings). 

 Covered Services provided by a Non-Participating Provider (including staff or facilities at the emergency 
department of a hospital or Independent Freestanding Emergency Department, or Behavioral Health 
Emergency Services Provider) after you are Stabilized, and that are part of outpatient observation or an 
inpatient or outpatient stay with respect to the visit during which screening and Stabilization Services have 
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been furnished, if the Non-Participating Provider determines that, taking into account your medical or 
behavioral health condition, you are not able to travel to an available Participating Provider within a 
reasonable travel distance, using non-medical transportation or non-emergency transportation. 

Employing Agency. A division, department, or separate agency of state government, including an institution 
of higher education; a county, municipality, or other political subdivision; and a tribal government covered by 
HCA statute.  

Enrollee. A person who is eligible and enrolled under this EOC, and for whom Kaiser has received 
applicable premium. This EOC sometimes refers to an Enrollee as “you” or “Member.” The term Enrollee 
may include the Subscriber, their Dependent, or other individual who is eligible for and enrolled under this 
EOC.  

Essential Health Benefits. Essential Health Benefits means benefits that the U.S. Department of Health 
and Human Services (HHS) Secretary defines as essential health benefits. Essential Health Benefits must be 
equal to the scope of benefits provided under a typical employer plan, except that they must include at least 
the following: ambulatory services, emergency services, hospitalization, maternity and newborn care, mental 
health and Substance Use Disorder services (including behavioral health treatment), prescription drugs, 
rehabilitative and habilitative services and devices, laboratory services, preventive and wellness services and 
chronic disease management, and pediatric services (including oral and vision care). 

External Prosthetic Devices. External prosthetic devices are rigid or semi-rigid external devices required to 
replace all or any part of a body organ or extremity, and designated by CMS in the “L codes” of the 
Healthcare Common Procedure Coding System. 

Family. A Subscriber and all of their enrolled Dependents. 

Family Planning Services. Those medical care Services related to planning the birth of children through the 
use of birth control methods, including elective sterilization. 

Formulary. A list of outpatient prescription drugs, selected by Kaiser and revised periodically, which are 
covered when prescribed by a Participating Provider and filled at a Participating Pharmacy.  

Gender Affirming Treatment. Medically Necessary Services that a Participating Provider prescribes, in 
accordance with generally accepted standards of care, to treat any condition related to a Member’s gender 
expression or gender identity. 

Group. Washington Public Employees Benefits Board (PEBB) Program. 

Health Care Authority (HCA). The Washington State Agency that administers the PEBB and SEBB 
Programs. 

Home Health Agency. A “home health agency” is an agency that: (i) meets any legal licensing required by 
the state or other locality in which it is located; (ii) qualifies as a participating home health agency under 
Medicare; and (iii) specializes in giving skilled nursing facility care Services and other therapeutic Services, 
such as physical therapy, in the patient’s home (or to a place of temporary or permanent residence used as 
your home). 

Homemaker Services. Assistance in personal care, maintenance of a safe and healthy environment, and 
Services to enable the individual to carry out the plan of care. 

Independent Freestanding Emergency Department. A health care facility that is geographically separate 
and distinct and licensed separately from a hospital under applicable State law and that provides Emergency 
Services. 

Kaiser. Kaiser Foundation Health Plan of the Northwest, an Oregon nonprofit corporation, who provides 
Services and benefits for Members enrolled in this Plan - Public Employees Benefits Board (PEBB) Program. 
This EOC sometimes refers to Kaiser as “we,” “our,” or “us.” 
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Kaiser Permanente. Kaiser, Kaiser Foundation Hospitals (a California nonprofit corporation), and Medical 
Group. 

Medical Facility Directory. The Medical Facility Directory includes addresses, maps, and telephone numbers 
for Participating Medical Offices and other Participating Facilities; and provides general information about 
getting care at Kaiser Permanente. After you enroll, you will receive an e-mail or flyer that explains how you 
may either download an electronic copy of the Medical Facility Directory or request that the Medical Facility 
Directory be mailed to you. 

Medical Group. Northwest Permanente, P.C., Physicians and Surgeons, a professional corporation of 
physicians organized under the laws of the state of Oregon. Medical Group contracts with Kaiser to provide 
professional medical Services to Members and others primarily on a capitated, prepaid basis in Participating 
Facilities. 

Medically Necessary. Our determination that the Service is all of the following: (i) medically required to 
prevent, diagnose or treat your condition or clinical symptoms; (ii) in accordance with generally accepted 
standards of medical practice; (iii) not solely for the convenience of you, your family and/or your provider; 
and, (iv) the most appropriate level of Service which can safely be provided to you. For purposes of this 
definition, “generally accepted standards of medical practice” means (a) standards that are based on credible 
scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical 
community; (b) physician specialty society recommendations; (c) the view of physicians practicing in the 
relevant clinical area or areas within Kaiser Permanente locally or nationally; and/or (d) any other relevant 
factors reasonably determined by us. Unless otherwise required by law, we decide if a Service is Medically 
Necessary. You may appeal our decision as set forth in the “Grievances, Claims, Appeals, and External 
Review” section. The fact that a Participating Provider has prescribed, recommended, or approved a Service 
does not, in itself, make such Service Medically Necessary and, therefore, a covered Service. 

Medicare. A federal health insurance program for people aged 65 and older, certain people with disabilities, 
and those with end-stage renal disease (ESRD). 

Member. An employee, Continuation Coverage Enrollee, or Dependent who is eligible and enrolled under 
this EOC, and for whom Kaiser has received applicable premium. This EOC sometimes refers to a Member 
as “you” or “Enrollee.” The term Member may include the Subscriber, their Dependent, or other individual 
who is eligible for and enrolled under this EOC. 

New Episode of Care. Treatment for a new condition or diagnosis for which you have not been treated by a 
Participating Provider of the same licensed profession within the previous 90 days and are not currently 
undergoing any active treatment. 

Non-Participating Facility. Any of the following licensed institutions that provide Services, but which are 
not Participating Facilities: hospitals and other inpatient centers; ambulatory surgical or treatment centers; 
birthing centers; medical offices and clinics; skilled nursing facilities; residential treatment centers; diagnostic, 
laboratory, and imaging centers; and rehabilitation settings. This includes any of these facilities that are owned 
and operated by a political subdivision or instrumentality of the state and other facilities as required by federal 
law and implementing regulations. 

Non-Participating Provider. A physician or other health care provider, facility, business, or vendor 
regulated under state law to provide health or health-related services or otherwise providing health care 
services within the scope of licensure or certification consistent with state law that does not have a written 
agreement with Kaiser Permanente to participate as a health care provider for this Plan. 

Orthotic Devices. Orthotic devices are rigid or semi-rigid external devices (other than casts) required to 
support or correct a defective form or function of an inoperative or malfunctioning body part or to restrict 
motion in a diseased or injured part of the body. 
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Out-of-Pocket Maximum. The total amount of Copayments, Coinsurance and Deductible you will be 
responsible to pay in a Year, as described in the “Out-of-Pocket Maximum” section of this EOC. 

Participating Facility. Any facility listed as a Participating Facility in the Medical Facility Directory. 
Participating Facilities are subject to change. 

Participating Hospital. Any hospital listed as a Participating Hospital in the Medical Facility Directory. 
Participating Hospitals are subject to change.  

Participating Medical Office. Any outpatient treatment facility listed as a Participating Medical Office in 
the Medical Facility Directory. Participating Medical Offices are subject to change.  

Participating Pharmacy. A pharmacy owned and operated by Kaiser Permanente or another pharmacy that 
we designate that is listed as a Participating Pharmacy in the Medical Facility Directory. Participating Pharmacies 
are subject to change.  

Participating Physician. Any licensed physician who is an employee of the Medical Group, or contracts 
directly or indirectly with Medical Group. Participating Physicians are subject to change. 

Participating Provider. Any person who is a Participating Physician; or a physician or other health care 
provider, facility, business, or vendor regulated under state law to provide health or health-related services or 
otherwise providing health care services within the scope of licensure or certification consistent with state law 
and which contracts directly or indirectly with Kaiser to provide Services to Members enrolled in this Plan. 
Participating Providers are subject to change.  

Participating Skilled Nursing Facility. A facility that provides inpatient skilled nursing Services, 
rehabilitation Services, or other related health Services and is licensed by the state of Oregon or Washington 
and approved by Kaiser. The facility’s primary business must be the provision of 24-hour-a-day licensed 
skilled nursing care. The term “Participating Skilled Nursing Facility” does not include a convalescent nursing 
home, rest facility, or facility for the aged that furnishes primarily custodial care, including training in routines 
of daily living. A “Participating Skilled Nursing Facility” may also be a unit or section within another facility 
(for example, a Participating Hospital) as long as it continues to meet the definition above. Participating 
Skilled Nursing Facilities are subject to change. 

Patient Protection and Affordable Care Act of 2010. Means the Patient Protection and Affordable Care 
Act of 2010 (Public Law 11‐148) as amended by the Health Care and Education Reconciliation Act of 2010 
(Public Law 111‐152). 

Plan. The Public Employee Benefits Board (PEBB) Program health benefit plan of coverage agreed to 
between PEBB and Kaiser Foundation Health Plan of the Northwest (Kaiser). In the eligibility sections 
“plan” may mean a plan other than Kaiser not sponsored by the PEBB Program. 

Post-Stabilization Care. The Services you receive for the acute episode of your Emergency Medical 
Condition after your treating physician determines that your Emergency Medical Condition is clinically stable. 
(“Clinically stable” means that no material deterioration of the Emergency Medical Condition is likely, within 
reasonable medical probability, to result from or occur during your discharge or transfer from the hospital.)  

Premium. Monthly membership charges paid by Group. 

Primary Care Provider (PCP). A Participating Provider who provides, prescribes, or directs all phases of a 
Member’s care, including appropriate referrals to Non-Participating Providers. The PCP has the responsibility 
for supervising, coordinating, and providing primary health care to Members, initiating referrals for Specialist 
care, and maintaining the continuity of Member care. PCPs, as designated by Medical Group, may include, 
but are not limited to, Pediatricians, Family Practitioners, General Practitioners, Internists, Physician’s 
Assistant (under the supervision of a physician), or Advanced Registered Nurse Practitioners (ARNP). 
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Public Employees Benefits Board (PEBB). A group of representatives, appointed by the governor, who 
approves insurance benefit plans for employees and their dependents, and establishes eligibility criteria for 
participation in insurance benefit plans. 

Public Employees Benefits Board (PEBB) Program. Is the HCA program that administers PEBB benefit 
eligibility and enrollment. 

School Employees Benefits Board (SEBB). A group of representatives, appointed by the governor, who 
designs and approves insurance benefit plans for school employees and their dependents, and establishes 
eligibility criteria for participation in insurance benefit plans. 

School Employees Benefits Board (SEBB) Organization. A public school district or educational service 
district or charter school established under Washington State statute that is required to participate in benefit 
plans provided by the School Employees Benefits Board (SEBB). 

School Employees Benefits Board (SEBB) Program. Is the program within HCA that administers 
insurance and other benefits for eligible school employees and eligible dependents. 

Service Area. Our Service Area consists of Clark and Cowlitz counties in the state of Washington. 

In Oregon: 

Benton: 97330, 97331, 97333, 97339, 97370, 97456. 

Clackamas: All ZIP codes. 

Columbia: All ZIP codes. 

Hood River: 97014. 

Lane: All ZIP codes. 

Linn: 97321, 97322, 97335, 97348, 97355, 97358, 97360, 97374, 97377, 97389, 97446. 

Marion: All ZIP codes. 

Multnomah: All ZIP codes. 

Polk: All ZIP codes. 

Washington: All ZIP codes. 

Yamhill: All ZIP codes. 

Services. Health care services, supplies, or items. 

Specialist. Any licensed Participating Provider who practices in a specialty care area of medicine (not family 
medicine, pediatrics, gynecology, obstetrics, general practice, or internal medicine). In most cases, you will 
need a referral in order to receive covered Services from a Specialist. 

Spinal and Extremity Manipulation (Diversified or Full Spine Specific (FSS)). The Diversified 
manipulation/adjustment entails a high-velocity, low amplitude thrust that usually results in a cavitation of a 
joint (quick, shallow thrusts that cause the popping noise often associated with a chiropractic 
manipulation/adjustment). 

Spouse. The person to whom you are legally married under applicable law.  

Stabilize. With respect to an Emergency Medical Condition, to provide the medical treatment of the 
condition that is necessary to assure, within reasonable medical probability that no material deterioration of 
the condition is likely to result from or occur during the transfer of the person from the facility. With respect 
to a pregnant woman who is having contractions, when there is inadequate time to safely transfer her to 
another hospital before delivery (or the transfer may pose a threat to the health or safety of the woman or 
unborn child), “Stabilize” means to deliver the infant (including the placenta). 
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State Agency: An office, department, board, commission, institution, or other separate unit or division, 
however designated, of the Washington state government. It includes the legislature, executive branch, and 
agencies or courts within the judicial branch, as well as institutions of higher education and any unit of state 
government established by law. 

State-Registered Domestic Partner. An adult who meets the requirements for a valid state-registered 
domestic partnership and has been issued a certificate of state-registered domestic partnership by the 
Washington State Secretary of State, or an adult whose legal union (other than a marriage) is validly formed in 
another jurisdiction and is substantially equivalent to a domestic partnership under Washington law.  

Subscriber. The retiree, Continuation Coverage Enrollee, or survivor who has been determined eligible and 
is enrolled in this plan, and is the individual to whom the PEBB Program or Kaiser will issue notices, 
information, requests, and premium bills on behalf of an Enrollee. 

Substance Use Disorder. A substance-related or addictive disorder listed in the most current version of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM) published by the American Psychiatric Association. 

Urgent Care. Treatment for an unforeseen condition that requires prompt medical attention to keep it from 
becoming more serious, but that is not an Emergency Medical Condition. 

Utilization Review. The formal application of criteria and techniques designed to ensure that each Member 
is receiving Services at the appropriate level; used as a technique to monitor the use of or evaluate the medical 
necessity, appropriateness, effectiveness, or efficiency of a specific Service, procedure, or setting. 

Year. A period of time that is a calendar year beginning on January 1 of any year and ending at midnight 
December 31 of the same year. 

MEDICAL PLAN ELIGIBILITY AND ENROLLMENT 
In these sections, the term “retiree” or “retiring employee” includes an elected or full-time appointed official 
of the legislative and executive branch of state government eligible to continue enrollment in Public 
Employees Benefits Board (PEBB) retiree insurance coverage. The term “retiree” or “retiring school 
employee” includes a retiring non-represented employee of an educational service district (ESD) or retiring 
school employee from a School Employees Benefits Board (SEBB) organization. Additionally, “health plan” 
is used to refer to a plan offering medical or dental, or both, developed by PEBB and provided by a 
contracted vendor or self-insured plans administered by the Health Care Authority (HCA). 

Eligibility for Subscribers and Dependents 
Retiree Eligibility 
The PEBB Program determines if a retiring employee or retiring school employee is eligible to enroll in 
PEBB retiree insurance coverage upon receipt of a PEBB Retiree Election Form (form A). If the retiring 
employee or retiring school employee does not have substantive eligibility or does not meet the procedural 
requirements for enrollment in PEBB retiree insurance coverage, the PEBB Program will notify them of their 
right to appeal eligibility decisions. Information about appeals can be found under “Appeal Rights.” 

Survivor Eligibility  
The PEBB Program determines whether a Dependent is eligible to enroll or continue enrollment in PEBB 
retiree insurance coverage as a survivor upon receipt of a PEBB Retiree Election Form (form A). If the 
survivor does not meet the eligibility and procedural requirements for enrollment in PEBB retiree insurance 
coverage, the PEBB Program will notify them of their right to appeal. Information about appeals can be 
found under “Appeal Rights.” 
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Dependent Eligibility 
The following are eligible Dependents: 

 Legal Spouse 

 State-Registered Domestic Partner and substantially equivalent legal unions from jurisdictions as defined 
in Washington State statute. Individuals in a State-Registered Domestic Partnership are treated the same 
as a legal Spouse except when in conflict with federal law. 

 Children, through the last day of the month in which their 26th birthday occurred regardless of marital 
status, student status, or eligibility for coverage under another plan. It also includes children age 26 or 
older with a disability as described below in “Children of any age with a developmental or physical 
disability.” Children are defined as the Subscriber’s: 

• Children based on establishment of a parent-child relationship, as described in Washington State 
statutes, except when parental rights have been terminated. 

• Children of the Subscriber’s Spouse, based on the Spouse’s establishment of a parent-child 
relationship, except when parental rights have been terminated. The stepchild’s relationship to the 
Subscriber (and eligibility as a Dependent) ends on the same date the marriage with the Spouse ends 
through divorce, annulment, dissolution, termination, or death. 

• Children for whom the Subscriber has assumed a legal obligation for total or partial support in 
anticipation of adoption of the child. 

• Children of the Subscriber’s State-Registered Domestic Partner, based on the State-Registered 
Domestic Partner’s establishment of a parent-child relationship, except when parental rights have 
been terminated. The child’s relationship to the Subscriber (and eligibility as a Dependent) ends on 
the same date the Subscriber’s legal relationship with the State-Registered Domestic Partner ends 
through divorce, annulment, dissolution, termination, or death.  

• Children specified in a court order or divorce decree for whom the Subscriber has a legal obligation to 
provide support or health care coverage.  

• Extended Dependent in the legal custody or legal guardianship of the Subscriber, the Subscriber’s 
Spouse, or the Subscriber’s State-Registered Domestic Partner. The legal responsibility is 
demonstrated by a valid court order and the child’s official residence with the custodian or guardian. 
Extended Dependent child does not include foster children unless the Subscriber, the Subscriber’s 
Spouse, or the Subscriber’s State-Registered Domestic Partner has assumed a legal obligation for total 
or partial support in anticipation of adoption. 

• Children of any age with a developmental or physical disability that renders them incapable of self-
sustaining employment and chiefly dependent upon the Subscriber for support and maintenance, 
provided such condition occurs before the age of 26. The following requirements apply to a 
Dependent child with a disability: 

o The Subscriber must provide proof of the disability and dependency within 60 days of the child’s 
attainment of age 26. 

o The Subscriber must notify the PEBB Program in writing when the child is no longer eligible 
under this subsection. 

o A child with a developmental or physical disability who becomes self-supporting is not eligible as 
of the last day of the month in which they become capable of self-support. 

o A child with a developmental or physical disability age 26 and older who becomes capable of self-
support does not regain eligibility if they later become incapable of self-support. 
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o The PEBB Program, with input from the medical plan, will periodically verify the eligibility of a 
Dependent child with a disability beginning at age 26, but no more frequently than annually after 
the two-year period following the child’s 26th birthday. Verification will require renewed proof of 
disability and dependence from the Subscriber. 

A retiree, a survivor, or their enrolled Dependents are required to enroll in Medicare Part A and Part 
B if eligible. Any Enrollee who is eligible for Medicare must enroll and stay enrolled in Medicare Part A and 
Part B to enroll in or continue enrollment in a PEBB retiree health plan. A Subscriber must provide a copy of 
their or their Dependent’s Medicare card or entitlement letter from the Social Security Administration with 
Medicare Part A and Part B effective dates to the PEBB Program as proof of Medicare enrollment. If a 
Subscriber or their Dependent is not enrolled in either Medicare Part A or Part B on their 65th birthday, the 
Subscriber must provide the PEBB Program with a copy of the denial letter from the Social Security 
Administration. The only exception to this rule is for an employee or school employee who retired on or 
before July 1, 1991. 

Enrollment for Subscribers and Dependents 
Deferring Enrollment 
A retiring employee, a retiring school employee, or a Dependent becoming eligible as a survivor may defer 
(postpone) enrollment in PEBB retiree insurance coverage if they meet the substantive eligibility requirements 
to enroll and also meet the procedural requirement by submitting a PEBB Retiree Election Form (form A) to the 
PEBB Program within the enrollment timelines.  

Deferring enrollment in PEBB retiree insurance coverage will also defer enrollment for all eligible 
Dependents, except as described below.  

A retiring employee, a retiring school employee, or a Dependent becoming eligible as a survivor who does not 
enroll in PEBB retiree insurance coverage is only eligible to enroll later if they have deferred enrollment for 
one or more of the qualifying coverages below: 

 Beginning January 1, 2001, enrollment in PEBB retiree insurance coverage may be deferred when the 
Subscriber is enrolled in employer-based group medical insurance as an employee or the Dependent of an 
employee, or such medical insurance continued under Consolidated Omnibus Budget Reconciliation Act 
(COBRA) coverage or Continuation Coverage. 

 Beginning January 1, 2001, enrollment in PEBB retiree insurance coverage may be deferred when the 
Subscriber is enrolled as a retiree or the Dependent of a retiree in a federal retiree medical plan. 

 Beginning January 1, 2006, enrollment in PEBB retiree insurance coverage may be deferred when the 
Subscriber is enrolled in Medicare Parts A and B and a Medicaid program that provides creditable 
coverage. Eligible Dependents who are not enrolled in Medicaid coverage that provides creditable 
coverage may be enrolled.  

 Beginning January 1, 2014, Subscribers who are not eligible for Medicare Part A and Part B may defer 
enrollment in PEBB retiree insurance coverage when the Subscriber is enrolled in qualified health plan 
coverage through a health benefit exchange developed under the Affordable Care Act. 

 Beginning July 17, 2018, enrollment in PEBB retiree insurance coverage may be deferred when the 
Subscriber is enrolled in the Civilian Health and Medical Program of the Department of Veterans Affairs 
(CHAMPVA). 

Exception: A retiree may defer enrollment in PEBB retiree insurance coverage during the period of time 
they are enrolled as a Dependent in a medical plan sponsored by PEBB, a Washington State educational 
service district, or School Employees Benefits Board (SEBB), including such coverage under COBRA or 
Continuation Coverage. They do not need to submit a PEBB Retiree Election Form. 
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If a retiree or a survivor chooses to defer enrollment in PEBB medical, enrollment in PEBB dental will also 
be deferred. 

Enrollment in PEBB retiree insurance coverage is automatically deferred if a retiree or a survivor becomes 
eligible for the employer contribution toward PEBB benefits. They do not need to submit a PEBB Retiree 
Election Form.  

If a retiree or a survivor becomes eligible for the employer contribution toward SEBB benefits and enrolls in 
a SEBB health plan, they may request to defer enrollment in PEBB retiree insurance coverage. 

A retiree or a survivor who deferred their enrollment in PEBB retiree insurance coverage may enroll as 
described in the section titled “Enrollment Following Deferral.” 

Retiree and Survivor Enrollment 
An eligible retiree, a survivor, or their Dependent can enroll in only one PEBB medical plan, even if 
eligibility criteria is met under two or more Subscribers.  

An eligible retiring employee or a retiring school employee must submit a PEBB Retiree Election Form 
(form A) along with any other required forms and supporting documents to the PEBB Program. They must be 
received no later than 60 days after the employee’s or the school employee’s employer-paid coverage, 
COBRA coverage, or Continuation Coverage ends. The first premium payment and applicable premium 
surcharges are due to HCA no later than 45 days after the election period ends.  

An eligible elected or full-time appointed official must submit a PEBB Retiree Election Form (form A) 
along with any other required forms and supporting documents to the PEBB Program. They must be 
received no later than 60 days after the official leaves public office. The first premium payment and applicable 
premium surcharges are due to HCA no later than 45 days after the election period ends.  

An eligible survivor of a retiree must submit a PEBB Retiree Election Form (form A) along with any other 
required forms and supporting documents to the PEBB Program. They must be received no later than 60 
days after the death of the retiree. 

An eligible survivor of an employee or school employee must submit a PEBB Retiree Election Form 
(form A) along with any other required forms and supporting documents to the PEBB Program. They must be 
received no later than 60 days after the later of the date of the employee’s or the school employee’s death, or 
the date the survivor’s PEBB insurance coverage, educational service district coverage, or SEBB insurance 
coverage ends. The first premium payment and applicable premium surcharges are due to HCA no later than 
45 days after the election period ends.  

An eligible employee or school employee determined to be retroactively eligible for disability 
retirement must submit a PEBB Retiree Election Form (form A) along with any other required forms, 
supporting documents, and their formal determination letter to the PEBB Program. They must be received 
no later than 60 days after the date on the determination letter. The first premium payment and applicable 
premium surcharges are due to HCA no later than 45 days after the election period ends.  

An eligible survivor of an emergency service personnel killed in the line of duty must submit a PEBB 
Retiree Election Form (form A) along with any other required forms and supporting documents to the PEBB 
Program. They must be received no later than 180 days after the later of:  

 The date on the letter from the Department of Retirement Systems or the Board for Volunteer 
Firefighters and Reserve Officers that informs the survivor that they are determined to be an eligible 
survivor;  

 The date of the emergency service worker’s death; or  

 The last day the survivor was covered under any health plan through the emergency service worker’s 
employer or COBRA coverage from the emergency service worker’s employer. 
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A retiree or a survivor who deferred enrollment and is enrolling in a PEBB retiree health plan, must submit 
a PEBB Retiree Election Form (form A) along with any other required forms, supporting documents, and 
evidence of continuous enrollment to the PEBB Program. They must be received no later than 60 days after a 
loss of other qualifying coverage. The first premium payment and applicable premium surcharges are due to 
HCA no later than 45 days after the election period ends. See “Enrollment Following Deferral” for additional 
enrollment timelines.  

Note: Kaiser Permanente NW Plans insert: Enrollment in the Kaiser Permanente NW Senior Advantage plan 
may not be retroactive. If a Subscriber is eligible for and elects this Plan and the required forms are received 
by the PEBB Program after the date PEBB retiree insurance coverage is to begin, the Subscriber and their 
enrolled Dependents will be enrolled in another Kaiser Permanente NW plan during the gap month(s) prior to 
when the Kaiser Permanente NW Senior Advantage plan begins. 

Dependent enrollment 
To enroll an eligible Dependent, the Subscriber must include the Dependent’s information on the applicable 
enrollment form and provide the required document(s) as proof of the Dependent’s eligibility. The 
Dependent will not be enrolled in PEBB health plan coverage if the PEBB Program is unable to verify their 
eligibility within the PEBB Program enrollment timelines.  

Dependents who are enrolled in medical coverage must be enrolled in the same PEBB medical plan as the 
retiree or survivor. 

Exception: Kaiser Permanente NW Plans insert: If a retiree or a survivor selects the Kaiser Permanente NW 
Senior Advantage plan, non-Medicare Enrollees will be enrolled in the Kaiser Permanente NW Classic plan. 

A retiree or a survivor may also enroll an eligible Dependent during the PEBB Program’s Annual Open 
Enrollment or during a special open enrollment. See “Making Changes.” 

Medicare Eligibility and Enrollment 
Medicare Part A and Part B 
If a Subscriber or their enrolled Dependent becomes eligible for Medicare, they should contact the Social 
Security Administration to ask about Medicare enrollment.  

Any Enrollee who is eligible for Medicare must enroll and stay enrolled in Medicare Part A and Part 
B to continue enrollment in a PEBB retiree health plan. 

In most cases, Medicare will become the primary insurance coverage and the PEBB retiree medical plan will 
become the secondary insurance coverage. 

A Subscriber must provide a copy of their or their Dependent’s Medicare card or entitlement letter from the 
Social Security Administration with effective dates to the PEBB Program. If a Subscriber or their Dependent 
is not enrolled in either Medicare Part A or Part B on their 65th birthday, the Subscriber must provide the 
PEBB Program with a copy of the denial letter from the Social Security Administration. If this procedural 
requirement is not met, eligibility will end as described in the termination notice sent by the PEBB Program. 
The only exception to this rule is for an employee or school employee who retired on or before July 1, 1991. 

Medicare Part D 
The PEBB Program has determined that this medical plan has prescription drug coverage that is, on average, 
as good as or better than the standard Medicare Part D prescription drug coverage (it is “creditable 
coverage”). Therefore, a Subscriber or their enrolled Dependent cannot enroll in a Medicare Part D plan and 
stay in this medical plan. If the Subscriber terminates this medical plan, they may contact the PEBB Program 
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to request a certificate of creditable coverage. If creditable prescription drug coverage is not maintained, 
Medicare Part D premiums may be higher in the future. 

If a Subscriber, or their enrolled Dependent chooses to enroll in a Medicare Part D plan, PEBB retiree 
insurance coverage may only be continued by enrolling in the PEBB-sponsored Medicare supplement plan.  

When Medical Coverage Begins 
For an eligible retiring employee or retiring school employee and their eligible Dependents, medical 
coverage begins the first day of the month after the employer-paid coverage, COBRA coverage, or 
Continuation Coverage ends. 

For an eligible employee or school employee determined to be retroactively eligible for disability 
retirement and their eligible Dependents, medical coverage begins on the date chosen by the employee or 
school employee as allowed under PEBB Program rules.  

For an eligible elected or full-time appointed official and their eligible Dependents, medical coverage 
begins the first day of the month following the date the official leaves public office.  

For an eligible survivor of a retiree and their eligible Dependents, medical coverage will be continued 
without a gap, subject to payment of premiums and applicable premium surcharges. If the eligible survivor is 
not enrolled at the time of the retiree’s death, medical coverage will begin the first day of the month following 
the retiree’s death. 

For an eligible survivor of an employee or school employee and their eligible Dependents, medical 
coverage begins the first day of the month following the later of the date of the employee’s or the school 
employee’s death or the date the survivor’s PEBB insurance coverage, educational service district coverage, or 
SEBB insurance coverage ends. This does not include emergency service personnel killed in the line of duty.  

For an eligible survivor of an emergency service personnel killed in the line of duty and their eligible 
Dependents, medical coverage begins on the date chosen, as allowed under PEBB Program rules.  

For a retiree or a survivor who deferred enrollment and is enrolling in a PEBB retiree health plan following 
loss of other qualifying coverage, medical coverage for the retiree or the survivor and their eligible 
Dependents begins the first day of the month after the loss of the other qualifying coverage.  

For a retiree, a survivor, or their eligible Dependents enrolling during the PEBB Program’s Annual 
Open Enrollment, medical coverage begins January 1 of the following year. 

For a retiree, a survivor, or their eligible Dependents enrolling during a special open enrollment, 
medical coverage begins the first of the month following the later of the event date or the date the required 
form is received. If that day is the first of the month, medical coverage begins on that day. 

If the special open enrollment is due to the birth or adoption of a child, or when the Subscriber has assumed 
a legal obligation for total or partial support in anticipation of adoption of a child, medical coverage will begin 
as follows: 

 For a newly born child, medical coverage will begin the date of birth; 

 For a newly adopted child, medical coverage will begin on the date of placement or the date a legal 
obligation is assumed in anticipation of adoption, whichever is earlier; or 

 For a Spouse or state registered domestic partner of a Subscriber, medical coverage will begin the first day 
of the month in which the event occurs. 

If the special open enrollment is due to the enrollment of an extended Dependent or a Dependent child with 
a disability, medical coverage will begin the first day of the month following the later of the event date or 
eligibility certification, whichever is later. 
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Making Changes 
Removing a Dependent Who is No Longer Eligible 
A Subscriber must provide notice to the PEBB Program to remove a Dependent who is no longer eligible 
due to divorce, annulment, dissolution, or a qualifying event of a Dependent ceasing to be eligible as a 
Dependent child, as described under “Dependent Eligibility.” The notice must be received within 60 days of 
the last day of the month the Dependent no longer meets the eligibility criteria.  

Consequences for not submitting notice within the required 60 days may include, but are not limited to: 

 The Dependent may lose eligibility to continue PEBB medical coverage under one of the Continuation 
Coverage options described in “Options for Continuing PEBB Medical Coverage.” 

 The Subscriber may be billed for claims paid by the medical plan for Services that were rendered after the 
Dependent lost eligibility. 

 The Subscriber may not be able to recover Subscriber-paid insurance premiums for the Dependent that 
lost eligibility. 

 The Subscriber may be responsible for premiums paid by the state for the Dependent’s medical plan 
coverage after the Dependent lost eligibility. 

Voluntary Termination  
An enrolled retiree or survivor may voluntarily terminate enrollment in a medical plan at any time by 
submitting a request in writing to the PEBB Program. Enrollment in the medical plan will be terminated the 
last day of the month in which the PEBB Program receives the request or on the last day of the month 
specified in the termination request, whichever is later. If the request is received on the first day of the month, 
medical plan enrollment will be terminated on the last day of the previous month. When a retiree, a survivor, 
or their Dependent is enrolled in a Medicare Advantage plan, medical plan enrollment will be terminated on 
the last day of the month when the Medicare Advantage Plan Disenrollment Form (form D) is received.  

A retiree or a survivor who voluntarily terminates their enrollment in a medical plan also terminates all other 
health plan enrollment and enrollment for all eligible Dependents. Once coverage is terminated, a retiree or a 
survivor may not enroll again in the future unless they reestablish eligibility for PEBB insurance coverage by 
becoming newly eligible. 

Deferring Enrollment 
An enrolled retiree or survivor may defer enrollment in PEBB retiree insurance coverage at any time by 
submitting the PEBB Retiree Change Form (form E) along with any other required forms and supporting 
documents to the PEBB Program. Enrollment in PEBB retiree insurance coverage will be deferred effective 
the first of the month following the date the required forms are received. If the forms are received on the first 
day of the month, enrollment will be deferred effective that day. When a retiree, a survivor, or their 
Dependent is enrolled in a Medicare Advantage plan, medical plan enrollment will be deferred the first of the 
month following the date the Medicare Advantage Plan Disenrollment Form (form D) is received. A retiree 
or a survivor who deferred their enrollment may enroll as described in “Enrollment Following Deferral.” 

Enrollment Following Deferral 
A retiree or a survivor who defers enrollment in PEBB retiree insurance coverage: 

 While enrolled in employer-based group medical or such coverage under COBRA coverage or 
Continuation Coverage may enroll in a PEBB medical plan during the PEBB Program’s Annual Open 
Enrollment period, or no later than 60 days after the date their enrollment in employer-based group 
medical coverage or such coverage under COBRA coverage or Continuation Coverage ends. 
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NONDISCRIMINATION STATEMENT AND NOTICE OF LANGUAGE 
ASSISTANCE 
Nondiscrimination Notice 
Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal and 
state civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, 
gender identity, or sexual orientation. Kaiser Health Plan does not exclude people or treat them differently 
because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. We also: 

 Provide no cost aids and services to people with disabilities to communicate effectively with us, such as: 

• Qualified sign language interpreters 

• Written information in other formats, such as large print, audio, and accessible electronic formats 

 Provide no cost language services to people whose primary language is not English, such as: 

• Qualified interpreters 

• Information written in other languages 

If you need these services, call Member Services at 1-800-813-2000 (TTY: 711). 

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on 
the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a 
grievance with our Civil Rights Coordinator, by mail, phone, or fax. If you need help filing a grievance, our 
Civil Rights Coordinator is available to help you. You may contact our Civil Rights Coordinator at: 

Member Relations Department 
Attention: Kaiser Civil Rights Coordinator 
500 NE Multnomah St., Suite 100 
Portland, OR 97232-2099 
Phone: 1-800-813-2000 (TTY: 711) 
Fax: 1-855-347-7239 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for 
Civil Rights electronically through the Office for Civil Rights Complaint portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 
200 Independence Avenue SW 
Room 509F, HHH Building 
Washington, DC 20201 
Phone: 1-800-368-1019 
TDD: 1-800-537-7697 

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html. 

You can also file a complaint with the Washington State Office of the Insurance Commissioner, electronically 
through the Office of the Insurance Commissioner Complaint portal, available at 
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 
1-800-562-6900, or 360-586-0241 (TDD). Complaint forms are available at 
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx. 

http://www.hhs.gov/ocr/office/file/index.html
http://www.hhs.gov/ocr/office/file/index.html
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx
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Help in Your Language 
ATTENTION: If you speak English, language assistance services, free of charge, are available to 
you. Call 1-800-813-2000 (TTY: 711). 

አማርኛ (Amharic) ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ 
ሚከተለው ቁጥር ይደውሉ 1-800-813-2000 (TTY: 711). 

 ، فإن خدمات المساعدة اللغویة تتوافر لك بالمجان. اتصل برقمالعربیةإذا كنت تتحدث  :ملحوظة (Arabic) العربیة
1-800-813-2000 )TTY :711 .( 

中文 (Chinese) 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電1-800-813-2000
（TTY：711）。 

اگر بھ زبان فارسی گفتگو می کنید، تسھیلات زبانی بصورت رایگان برای شما فراھم می  توجھ: (Farsi) فارسی
 تماس بگیرید.1-800-813-2000 (TTY: 711) باشد. با 

Français (French) ATTENTION: Si vous parlez français, des services d'aide linguistique vous sont 
proposés gratuitement. Appelez le 1-800-813-2000 (TTY: 711). 

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung.  
Rufnummer: 1-800-813-2000 (TTY: 711). 

日本語 (Japanese) 注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。
1-800-813-2000（TTY: 711）まで、お電話にてご連絡ください。 

ែខ�រ (Khmer) ្របយ័ត�៖ េបើសនិ�អ�កន�ិយ ��ែខ�រ, េស�ជំនួយែផ�ក�� េ�យមនិគតិឈ� �ល 
គឺ�ច�នសំ�បប់ំេរ �អ�ក។ ចូរ ទូរសព័� 1-800-813-2000 (TTY: 711)។ 

한국어 (Korean) 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 
있습니다. 1-800-813-2000 (TTY: 711) 번으로 전화해 주십시오. 

ລາວ (Laotian) ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ້ົາພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫືຼອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, 
ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 1-800-813-2000 (TTY: 711). 

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, 
kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-813-2000 (TTY: 711). 

ਪੰਜਾਬੀ (Punjabi) ਿਧਆਨ ਿਦਓ: ਜੇ ਤਸੁ� ਪੰਜਾਬੀ ਬੋਲਦ ੇਹੋ, ਤ� ਭਾਸ਼ਾ ਿਵੱਚ ਸਹਾਇਤਾ ਸੇਵਾ ਤਹੁਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਧ ਹੈ। 
1-800-813-2000 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ। 

Română (Romanian) ATENȚIE: Dacă vorbiți limba română, vă stau la dispoziție servicii de 
asistență lingvistică, gratuit. Sunați la 1-800-813-2000 (TTY: 711). 

Pусский (Russian) ВНИМАНИЕ: если вы говорите на русском языке, то вам доступны 
бесплатные услуги перевода. Звоните 1-800-813-2000 (TTY: 711). 

Español (Spanish) ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de 
asistencia lingüística. Llame al 1-800-813-2000 (TTY: 711). 

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga 
serbisyo ng tulong sa wika nang walang bayad.  
Tumawag sa 1-800-813-2000 (TTY: 711). 

ไทย (Thai) เรยีน: ถา้คณุพดูภาษาไทย คณุสามารถใชบ้รกิารชว่ยเหลอืทางภาษาไดฟ้ร ีโทร  
1-800-813-2000 (TTY: 711). 
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Українська (Ukrainian) УВАГА! Якщо ви розмовляєте українською мовою, ви можете 
звернутися до безкоштовної служби мовної підтримки. Телефонуйте за номером 
1-800-813-2000 (TTY: 711). 

Tiếng Việt (Vietnamese) CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí 
dành cho bạn. Gọi số 1-800-813-2000 (TTY: 711). 
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